I
n 2010, the Journal of Hospital Medicine published an article proposing a "talent facilitation" framework for addressing physician workforce challenges. 1 Since then, continuous changes in healthcare work environments and shifts in relevant policies have intensi ed a sense of clinician workforce crisis in the United States, 2,3 often described as an epidemic of burnout. Unfortunately, hospital medicine remains among the specialties most impacted by high burnout rates and related turnover.
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THE HEALTHCARE TALENT IMPERATIVE
Despite efforts to address the sustainability of careers in hospital medicine, common approaches remain mostly reactive. Existing research on burnout is largely descriptive, focusing on the magnitude of the problem, 3 the links between burnout and diminished productivity or turnover, 7 and the negative impact of burnout on patient care. 8.9 Improvement efforts often focus on rescuing individuals from burnout, rather than prevention. 10 While evidence exists that both individually targeted interventions (eg, mindfulness-based stress reduction) and institutional changes (eg, improvements in the operation of care teams) can reduce burnout, efforts to promote individuals' resilience appear to have limited impact. 11, 12 Given our eld's reputation for innovation, we believe hospitalist groups must lead the way in developing practical solutions that enhance the well-being of their members, by doing more than exhorting clinicians to "heal themselves" or imploring executives to x care delivery systems. In this article, we describe an approach to increase resilience and well-being in a large, academic hospital medicine practice and offer an emerging list of best practices.
FROM BURNOUT TO WELL-BEING-A PARADIGM SHIFT
Maslach et al. demonstrated that burnout re ects an individual's experience of emotional exhaustion, depersonalization of human interactions, and decreased sense of accomplishment at work. 13 Updated frameworks emphasize that well-being and lower burnout arise from work ow ef ciency, a surrounding culture of wellness, and attention to individual resilience. 14 Emerging evidence suggests that burnout and well-being are, in part, a collective experience. 15 As outlined in the recently published "Charter on Physician Well-being," 16 this realization creates an opportunity for clinical groups to enhance collective well-being-or thriving-rather than asking individuals to take personal responsibility for resilience or waiting for a top-down system redesign to x drivers of burnout.
APPLYING THE NEW PARADIGM TO HOSPITAL MEDICINE
In 2013, our academic hospital medicine group set a new vision: To become the best in the nation by being an outstanding place to work. We held an inclusive divisional strategic planning retreat, which focused on clarifying the group's six core values and exploring how to translate the values into structures, processes, and behaviors that reinforced, rather than undermined, a positive work environment. We used these initial themes to create 16 novel interventions from 2014-2017 ( Figure) .
Notably, we pursued this work without explicit support or interference from senior leaders in our institution. There were no competing organizational efforts addressing hospitalist efciency, turnover, or burnout until 2017 (Excellence in Communication, described below). Furthermore, we avoided individually targeted resilience efforts based on feedback from our group that "requiring resilience activities is like blaming the victim." Intervention participation was not mandatory, out of respect for individual choice and to avoid impeding hospitalists' daily work.
Before designing interventions, we created a measurement tool to assess our existing culture and track evolution over time (available upon request). We utilized the instrument to provoke emotional responses, surface paradoxes, uncover assumptions, and engage the group in iterative dialog that informed and calibrated interventions. The instrument itself drew from validated elements of existing tools to quantify perceptions across nine domains: meaningful work, autonomy, professional development, logistical support, health, fulllment outside of work, collegiality, organizational learning, and safety culture. Several subsequent interventions focused on the emotional experience of work. For example, we developed a formal mechanism (Something Awesome) for members to share the experience of positive emotions during daily work (eg, gratitude and awe) for ve minutes at monthly group meetings. We created a Collaborative Case Review process, allowing members to submit concerning cases for nonpunitive discussion and coaching among peers. Finally, we created Above and Beyond Awards, through which members' written praise of peers' extraordinary efforts were distributed to the entire group.
We also pursued interventions designed to increase empathy and translate it to action. These included leader rounding on our clinical units, which sought to recognize and thank individuals for daily work and to uncover exigent needs, such as food or assistance with con ict resolution between services. We created "Flash Mobs" or group conversations, which are facilitated by a leader and convened in the hospital, in order to hear from people and discuss topics of concern in real time, such as increased patient volumes. Likewise, we established "The Incubator," a half-day meeting held four to six times annually when selected clinical faculty applied design thinking techniques to create, test, and implement ideas to enhance workplace experience (eg, supplying healthy food to our common work space at low cost).
Another key focus was professional development for group members. Examples included a three-year development program for new faculty (LaunchPad), increasing the number of available leadership roles for aspiring leaders, modifying annual reviews to focus on increasing individuals' strengths-based work rather than solely grading performance, and creating a peer-support coaching program for newly hired members. In 2017, we began offering members a full shift credit to attend the hospital's four-hour Excellence in Communication course, which covers six high-yield skills that increase ef ciency, ef cacy, and joy in practice.
Finally, we revised a number of structures and operational processes within our group's control. We created a task force to address the needs of new parents and acquired a lactation room in the hospital. Instead of only covering offsite conference attendance (our old policy), we enhanced autonomy regarding use of continuing education dollars to allow faculty to fund any activity supporting their clinical practice. Finally, we applied quality improvement methodology to redesign the clinical schedule. This included blending value-stream mapping, software solutions, and a values-based framework to analyze proposed changes through the lens of waste elimination, IT feasibility, and whether the proposed changes aligned with the group's core values.
IMPACT ON GROUP CULTURE AND WELL-BEING
We examined the impact of these tactics on workplace experience over a four-year period (Figure) . In 2014, 30% of group members reported psychological safety, 24% had become more callous toward people in their current job, and 45% were experiencing burnout. By 2017, 59% felt a sense of psychological safety (69% increase), 15% had become more callous toward people (38% decrease), and 33% were experiencing burnout (27% decrease). Average annual turnover in the ve years before the rst survey was 13.2%; turnover declined during the intervention period to 6.6% (adjusted for increased number of positions). While few comprehensive models exist for calculating well-being program return on investment, the American Medical Association's calculator 17 
BEST PRACTICES FOR HOSPITALIST GROUPS
Based on the current literature and our experience, hospital medicine groups seeking to improve culture, resilience, and well-being should:
• Collaborate to de ne the group's sense of purpose. Mission and vision are important, but most of the focus should be on surfacing, naming, and agreeing upon the group's essential core values-the beliefs that inform whether hospitalists see the workplace as attractive, fair, and sustainable. Utilizing an expert, neutral facilitator is helpful.
• Assess culture-including, but not limited to, individual burnout and well-being-using preexisting questions from validated instruments. As culture is a product of systems, team climate, and leadership, measurement should include these domains.
• Monitor and share anonymous data from the assessment regularly (at least annually) as soon as possible after survey results are available. The data should drive inclusive, open, nonjudgmental dialog among group members and leaders in order to clarify, explore, and re ne what the data mean.
• Undertake improvement efforts that emerge from the steps above, with a balanced focus on the three domains of well-being: ef ciency of practice, culture of wellness, and personal resilience. Modify the number and intensity of interventions based on the group's readiness and ability to control change in these domains. For example, some groups may have more excitement and ability to work on factors impacting the ef ciency of practice, such as electronic health record templates, while others may wish to enhance opportunities for collegial interaction during the workday.
• Strive for codesign. Group members must be an integral part of the solution, rather than simply raise complaints with the expectation that leaders will devise solutions. Ideally, group members should have time, funding, or titles to lead improvement efforts.
• Opportunities to improve resilience and well-being should be widely available to all group members, but should not be mandatory.
CONCLUSION
The healthcare industry will continue to grapple with high rates of burnout and rapid change for the foreseeable future. We believe signi cant improvements in burnout rates and workplace experience can result from hospitalist-led interventions designed to improve experience of work among hospitalist clinicians, even as we await broader and necessary systematic efforts to address structural drivers of professional satisfaction. This work is vital if we are to honor our eld's history of productive innovation and navigate dynamic change in healthcare by attracting, engaging, developing, and retaining our most valuable asset: our people.
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